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1. Preface 
1.1. Article Format 
This minor dissertation was completed in article format according to the guidelines of the 
University of Johannesburg.  
1.2. Selected Journal  
The selected journal for publication is the South African Journal of Psychiatry. A shortened 
version of this manuscript will be submitted to the journal and in accordance with the 
journal’s guidelines. For the purpose of this minor dissertation, the manuscript will be a 
longer version as it is for examination purposes. The referencing style and editorial approach 
used in this manuscript is in accordance with the Publication Manual of the American 
Psychological Association (6
th
 edition, 2009). Pages are numbered consecutively thus before 
the first page of the manuscript. For submission to the journal, the Vancouver referencing 
style as well as the AOSIS publishing house style for authors will be used. A compulsory 
cover letter as indicated by the journal’s guidelines will be included. Page numbers and 
number lines will start on the first page of the manuscript in line with the journal’s 
guidelines.  
1.3.    Permission from Co-authors 
A letter of consent, signed by the co-authors in which permission is given for the manuscript 
titled, Access to Treatment: Investigating the Diagnoses and Treatment Plans of Psychiatric 
Disorders at a General Hospital by the first author, Megan Chetty, to be submitted for 
purposes of a minor dissertation, is presented on the next page.  
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2. Author Guidelines and Manuscript 
2.1.   Instructions to Authors  
Targeted Journal: South African Journal of Psychiatry 
Manuscript Submission  
Authors are encouraged to submit original manuscripts online, which are not presently under 
consideration at another journal, in a format defined by the journal guidelines. Submitted 
manuscripts are pre-screened by plagiarism detection software both before and after blind 
peer review, prior to acceptance. The journal allows the author to track and participate in all 
activities related to the processing of the manuscript, such as the review process, copy 
editing, layout editing and proofing of manuscripts, which are all managed online. 
Structure of Original Research Article  
An original article should have an overview of innovative research in a particular field within 
or related to the focus and scope of the journal, presented according to a clear and well-
structured format. 
The general structure of an original research article: 
 Word limit: 3000-4000 words (excluding the structured abstract and references). 
 Structured abstract: 250 words to include background, aim, setting, methods, results 
and conclusion. 
 References: 60 or less. 
 Tables/ Figures: no more than 7 Tables/ Figures. 
 An ethical statement should be included in the manuscript. 
 Compulsory supplementary file: ethical clearance letter/ certificate. 
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Cover Letter  
The format of the compulsory cover letter forms part of the submission. It should be located 
on the first page of the manuscript and should be presented in English. It should include 
anyone that has made a significant contribution to the research and the individual must be 
listed as an author in your cover letter. Contributions that fall short of meeting the criteria as 
stipulated in our policy should rather be mentioned in the ‘Acknowledgements’ section of the 
manuscript. 
Title 
 The article’s full title should contain a maximum of 95 characters (including spaces). 
Abstract 
The abstract, written in English, should be no longer than 250 words and must be written in 
the past tense. The abstract should give a succinct account of the objectives, methods, results 
and significance of the matter. The structured abstract for an original research article should 
consist of six paragraphs labelled background, aim, setting, methods, results and conclusion. 
Introduction 
The introduction must contain the argument for the social and scientific value of the study, 
the underlying conceptual framework as well as the aim and objectives. 
Research Methods and Design 
This must address the following: study design, setting, study population and sampling 
strategy, data collection, data analysis, and ethical considerations.  
Results 
The results of the study must be presented in a logical sequence that addresses the aim and 
objectives of the study. Use tables and figures as required, to present the findings. All units 
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should conform to the SI convention and be abbreviated accordingly. Metric units and their 
international symbols are used throughout, as is the decimal point (not the decimal comma). 
Discussion 
The discussion section should address the following four elements: key findings, discussion 
of key findings, strengths and limitations, implications or recommendations.  
Conclusion 
Provide a brief conclusion that summarises the results and their meaning or significance in 
relation to each objective of the study. 
Acknowledgements 
Those who contributed to the work but do not meet the authorship criteria should be listed in 
the acknowledgments with a description of the contribution. Authors are responsible for 
ensuring that anyone named in the acknowledgments agrees to be named. 
References 
Authors should provide direct references to original research sources whenever possible. 
References should not be used by authors, editors, or peer reviewers to promote self-interests.  
Formatting Requirements 
 The document uploaded during Step 2 of the submission process should be in the 
following file formats:  
 Microsoft Word (.doc/.docx): Word 2003 DOC files and Word 2007 DOCX files 
are acceptable. 
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 Rich Text Format (RTF): Users of other word processing packages should save or 
convert their files to RTF before uploading. Many free tools are available that will 
make this process easier. 
 The manuscript must adhere to the AOSIS house style guide. 
 The manuscript must adhere to the Vancouver referencing style. 
 Manuscripts must be written in British English, according to the Oxford English 
Dictionary [avoid Americanisms (e.g. use ‘s’ and not ‘z’ spellings), set your version 
of Microsoft Word to UK English]. Refer to the AOSIS house style guide for more 
information. 
 Include page numbers and line numbers in the manuscript file. 
 Use a standard font size in any standard font family. 
 Refer to the AOSIS house style guide for special characters including math and 
Unicode font guidelines. 
 1.5 line spacing should be used. 
 Ensure that formatting for headings is consistent in the manuscript. Limit manuscript 
sections and sub-sections to four heading levels. Heading levels must be clearly 
indicated in the manuscript text. Headings should not be numbered. 
Publication Procedure  
Upon acceptance of a manuscript for publication by the Editor-in-Chief, the editorial staff 
will work towards preparing the manuscript for online publication. The first stage involves 
language editing, after which the manuscript is returned to the corresponding author for 
review. This is the author’s final opportunity to make text changes to the manuscript and 
submit a revised version. At a final stage, the editorial staff will send the author one set of 
galley proofs, and the author will have two working days to mark any typographical errors. It 
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may not be possible to incorporate author corrections in the printed version of the manuscript 
if the author fails to respond to proofreading requests. Authors should visit their personalised 
homepage frequently to assess the location or stage of the manuscript. 
2.2.     Manuscript  
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Abstract 
Mental health and mental health care services remain a low priority of the general health care 
system in South Africa. Therefore, this research study aimed to explore the mental health care 
services accessed at a secondary care facility. The objectives of this study were met by 
investigating the diagnoses and treatment plans of psychiatric disorders in the acute 
psychiatric ward of a general hospital. The study utilised a retrospective chart review that was 
cross-sectional and quantitative in nature. The relevant data was collected from 730 patient 
records – of patients who had been admitted to the ward over the six-year period, January 
2012 to December 2017. The most prevalent diagnosed psychiatric disorders at the 
psychiatric ward were schizophrenia (22.8%), bipolar mood disorder (17.8%), and substance-
related disorders. Psychotropic medication (antipsychotics, mood stabilisers and tranquilisers) 
was the most common method of treatment for the recorded psychiatric disorders. Less 
common methods of treatment consisted of referrals to occupational therapists (32.3%), 
psychologists (11.7%), and social workers (9.4%). Over the six-year period, a significant 
percentage of patients (28%) were re-admitted to the psychiatric ward for further treatment, 
which emphasised the ineffective treatment of psychiatric disorders and the need to prioritise 
mental health care services in South Africa.  
Word count: 201 
 
Keywords: diagnoses; general hospital; mental health services; mental health care users; 
psychiatric disorders; psychiatric ward; treatment 
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Introduction 
South Africa can be described as both a developed and under-developed country where 
comfortable cities and suburbs neighbour impoverished townships and informal settlements. 
This disparity is a visual manifestation of economic inequality within the country. This 
economic gap is also visible in the South African health care system, which is divided along 
socio-economic lines into public- and private health care facilities. South African citizens can 
thus purchase private medical insurance to ensure treatment at private health care facilities. 
However, the majority of South Africans are dependent on public health care which is due to 
the substantial cost of private health care and the socio-economic challenges (such as the high 
rate of unemployment and poverty) in South Africa (World Health Organisation [WHO], 
2008; Young, 2016). 
The heavy reliance on public health care services, specifically regarding mental health 
care, has necessitated the development of policy and legislation aimed at improving the South 
African public health care system. Such policies and legislation support the process of 
decentralising mental health care services: making these services available and accessible to 
the general population (Petersen et al., 2009; Robertson, 2010; WHO, 2007). Ideally, the 
successful decentralisation of mental health care services would allow the delivery of 
psychiatric services at three levels of care: primary (clinics); secondary (psychiatric wards in 
general hospitals); and tertiary (specialised psychiatric hospitals) (Lund, Peterson, Kleintjes 
& Bhana, 2012). 
This attempt to decentralise mental health care services in South Africa has had mixed 
outcomes. On the one hand, significant progress has been made in the development of policy 
and legislation as evidenced by the 1997 White Paper on the Transformation of the Health 
System and the Mental Health Care Act No 17 of 2002. Some progress is also evident in the 
delivery of mental health care services by secondary and tertiary care facilities through the 
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implementation of 72-hour emergency management and observation services, as indicated by 
the Mental Health Care Act (17 of 2002). On the other hand, little progress has been achieved 
in the development of and service delivery by primary care facilities. This is ascribable to a 
lack of funding and support; a shortage of mental health care professionals; and the limited 
availability of psychotropic medication in primary care facilities (Marais & Petersen, 2015; 
Lund et al., 2012; Petersen & Lund, 2011; Thom, 2001; WHO, 2007; WHO, 2008). Due to 
the number of mental health care users (MHCUs) who utilise mental health care services, the 
underdevelopment of primary care facilities leads to the overuse of secondary and tertiary 
care facilities (Corrigan & Watson, 2002; Department of Health, 2012; Petersen et al., 2009; 
Petersen & Lund, 2011).  
The underdevelopment of primary care facilities and the limited progress made by 
secondary and tertiary care facilities confirms that mental health care is presently a low 
priority in the context of general health in South Africa (Marais & Petersen, 2015; Lund et 
al., 2012; Petersen & Lund, 2011; Thom, 2001; WHO, 2007; WHO, 2008). Despite 
neuropsychiatric disorders being among the top three contributors to the burden of disease in 
South Africa, mental health care continues to be underfunded and under-resourced when 
compared to other health priorities in the country (Department of Health, 2012). This is the 
consequence of a health care system overstrained by the demand for treatment caused by 
communicable diseases, such as Human Immunodeficiency Virus (HIV), Acquired 
Immunodeficiency Syndrome (AIDS), Tuberculosis (TB), and chronic conditions, such as 
diabetes and heart disease (Department of Health, 2012; Jack et al., 2014; Marais & Petersen, 
2015; Petersen et al., 2009; Robertson, 2012; WHO, 2007; WHO, 2008; Young, 2016).  
Although mental health care remains a low priority in the general health care system 
in South Africa, thus supporting the rationale for this study, mental health and mental health 
care services need to be prioritised. The aim of this research was thus to explore the treatment 
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accessible to MHCUs in a secondary care facility by means of patient records. Patient records 
were examined to gather current and accurate data on MHCUs who utilised mental health 
care services at the acute psychiatric ward of a general hospital.  In this study, the treatment 
accessed in a secondary care facility considered the availability and acceptability of the 
mental health care services offered to MHCUs. A hospital setting was chosen as there is a 
lack of current, representative data on the prevalence and treatment of psychiatric disorders in 
secondary care facilities in South Africa. Similar studies conducted seven to ten years ago by 
Janse van Rensburg (2011), Petersen & Lund (2011), Robertson (2012) and Sorsdahl, et al 
(2009) support such a lack of data. Thus the aim of this study - to explore the treatment 
accessible at the acute psychiatric ward within a general hospital - was achieved by 
investigating the diagnoses and treatment plans of psychiatric disorders by means of patient 
records. Two investigative objectives were defined. The first was to identify frequently 
diagnosed psychiatric disorders. The second was to determine the most common methods of 
treatment utilised (based on the recorded diagnoses of psychiatric disorders). 
This article explores the literature on policy, legislation and the decentralisation of 
mental health in South Africa and the integration of mental health care services into the 
public health system. To enable a better understanding of health care systems, a health system 
conceptual framework was applied throughout. Then, this article explores literature on the 
over-reliance on secondary and tertiary care facilities. The treatment of psychiatric disorders 
in these facilities is reviewed with the aim to compare the results of this research to those of 
previous studies. This is followed by a description of the research methods and procedures 
utilised in the study. Next, the findings of the study are presented and discussed. Finally, 
limitations, implications and recommendations for future research are offered.  
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Relevant Literature 
Policy, Legislation and the Decentralisation of Mental Health Care in South Africa 
Policies and legislation on mental health care provide guidelines aimed at improving the 
mental health care system and access to mental health services in South Africa. The White 
Paper on the Transformation of the Health System (1997) and the Mental Health Care Act 
(17 of 2002) both address the transformation of the health system in post-apartheid South 
Africa. The White Paper (1997) proposed policy guidelines to address: voluntary and 
involuntary treatment; accreditation of professionals and facilities; downsizing large 
psychiatric hospitals; developing community mental health services; protecting the human 
rights of MHCUs; financing; and quality improvement (WHO, 2007). The Mental Health 
Care Act (17 of 2002) supported these guidelines by introducing a 72-hour emergency 
management and observation period for MHCUs in primary and secondary care facilities 
prior to transfer to tertiary care facilities (Petersen & Lund, 2011). This was introduced in an 
attempt to reduce unnecessary referrals to tertiary care facilities (Petersen & Lund, 2011). 
The 1997 White Paper and the Mental Health Care Act (17 of 2002) both focus on the 
efficient treatment of MHCUs. Further, they both emphasise the decentralisation of mental 
health services in order, to improve the treatment that is accessed for psychiatric disorders 
and transform the mental health care system in South Africa (Petersen et al., 2009).   
The decentralisation of mental health refers to the transfer of responsibility for mental 
health services from one level of government to another: usually downward from national 
level to provincial and local levels (Hendricks, Buch, Seekoe, Bossert & Roberts, 2014). The 
aim of decentralisation is to increase the availability and accessibility of mental health 
services to the general population (Robertson, 2012). Regarding the process of 
decentralisation and the mental health services accessed, significant progress has been made 
in the development of policy and legislation on mental health in South Africa. However, little 
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progress has been made in the implementation of such policy and legislation (Thom, 2001). 
Successful decentralisation of mental health services and improvements in the treatment 
accessible for psychiatric disorders could be achieved by integrating mental health care into 
the public health care system. This could be viewed as the foundation to decentralisation 
(Department of Health, 2012) and is discussed in more detail in the section below. 
The integration of mental health services into the public health system.  
The government was determined to adhere to guidelines from the WHO and other 
organisations that advocate for better mental health and mental health care services. To 
address the need for better mental health provision, the National Mental Health Policy 
Framework and Strategic Plan 2013-2020 (NMHPFS) was developed in line with WHO 
recommendations. The NMHPFS calls for the incorporation of mental health services into the 
health system (Department of Health, 2012). This incorporation includes mental health 
services offered through facilities at different levels of care which increases access to 
treatment for psychiatric disorders to the general population (Department of Health, 2012; 
Lund, et al., 2012; Young, 2016).  
Mental health services in South Africa were organised into the three levels of care 
(primary, secondary, and tertiary) to function within the NMHPFS. Care through facilities at 
primary, secondary and tertiary level plays a significant role in the integration of mental 
health services into the public health care system and thus increase and improve the treatment 
accessible for psychiatric disorders (Lund et al., 2012). Primary level care aims to provide the 
following services: routine screening for mental illness; upward referrals to secondary care 
facilities (when necessary); and psychosocial rehabilitation. Care at this level also includes 
symptom management of psychiatric disorders through follow-up medication, (once 
MHCU’s have been discharged from secondary and tertiary care facilities) (Lund et al., 
2012). Facilities that provide primary level care must meet certain standards - one being that 
RUNNING HEADER: DIAGNOSES AND TREATMENT OF PSYCHIATRIC DISORDERS                                   21 
 
a primary care facility should be available to anyone within five kilometres of their home. 
Such care is therefore provided at facilities such as community health centres, clinics, and 
mobile units in remote areas (WHO, 2008).  Secondary level care includes the treatment of 
psychiatric conditions with psychotropic medication in a general hospital with an inpatient 
psychiatric unit and outpatient facilities.  General hospitals that meet these criteria include the 
Charlotte Maxeke Johannesburg Academic Hospital, the Chris Hani Baragwanath Hospital, 
and the Helen Joseph Hospital. At this level of care, the inpatient psychiatric units should 
provide voluntary admission, assisted care, emergency mental health services, 72-hour 
assessments of involuntary MHCUs, and rehabilitation. At tertiary level, care includes the 
long-term treatment and rehabilitation of MHCUs. This is provided by specialised psychiatric 
hospitals such as the Sterkfontein Hospital and Tara - The H. Moross Centre Hospital 
(Department of Health, 2012; Lund et al., 2012; Young, 2016). It is important to understand 
the difference between primary, secondary and tertiary care facilities as each play a 
significant role in the integration of mental health services into the public health care system 
and thus the process of decentralisation (Lund et al., 2012).  
Successfully integrating mental health services with the public health care system 
would allow MHCUs access to mental health services – which include the diagnoses and 
treatment of psychiatric disorders – at primary, secondary and tertiary care facilities (WHO, 
2007). In general, a MHCU with a psychiatric disorder (who experiences an episode) is 
admitted to a secondary or tertiary care facility for acute management of the disorder, which 
includes a diagnosis and treatment plan. Once stabilised, the MHCU is discharged and 
referred to a primary care facility for medication and the continuous monitoring of the 
psychiatric disorder (Lund et al., 2012). However, due to the inadequate development of 
primary care facilities in South Africa, this general procedure is not often followed. 
Consequently, MHCUs diagnosed with a psychiatric disorder cannot be monitored, 
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effectively treated, or successfully reintegrated into the community (Lund et al., 2012). This 
then leads to the re-admission of MHCUs to secondary and tertiary care facilities, which 
causes the revolving door syndrome. The revolving door syndrome arises when MHCUs are 
treated, discharged and re-admitted into secondary and tertiary care facilities; one 
contributing factor is the underdeveloped and inadequate services provided by primary care 
facilities. A vicious cycle that reinforces the overuse of secondary and tertiary care facilities 
is thus created by the revolving door syndrome (Lund et al., 2012). It is evident that South 
Africa is struggling to efficiently integrate mental health services into the public health care 
system (the decentralisation of mental health services). This lack of decentralisation directly 
impacts the treatment accessed by MHCUs, which includes the diagnoses and treatment plans 
of psychiatric disorders. This struggle can be further explored in a health system conceptual 
framework (Thom, 2001).  
A Health System Conceptual Framework 
A health system conceptual framework considers the links between health-related policy and 
legislation; health systems; and the outcome of these health systems (Hardee, Irani, Macinnis 
& Hamilton, 2012). These links can be better understood when examined in conjunction with 
the different stages of policy. The four stages of policy include: policy development; policy 
implementation; policy monitoring; and policy evaluation. A health system conceptual 
framework therefore offers guidance to government, organisations and communities. This 
guidance provides these stakeholders a better understanding of the links between health-
related policies, programmes, systems and outcomes – enabling them to assist with the 
implementation, monitoring and evaluation of health-related policies (Hardee et al., 2012). 
This can be particularly advantageous in South Africa, as strides made in policy development 
far exceed progress made in policy implementation: a situation that directly impacts the 
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decentralisation of mental health services and the treatment of psychiatric disorders (Thom, 
2001).  
The decentralisation of mental health services is not limited to South Africa. 
Countries such as Canada, Australia, the United States of America, the United Kingdom of 
Great Britain, Brazil, Chile, India, Indonesia, the Islamic Republic of Iran, Saudi Arabia, 
Uganda and Northern Ireland have implemented the decentralisation of mental health 
services: integrating mental health services into their health system (Hendricks et al., 2014; 
WHO, 2008). The outcomes of decentralisation vary from country to country, some countries 
have successfully implemented the decentralisation of mental health services and improved 
the treatment that is accessed for psychiatric disorders, whereas others struggle to do so 
(Hendricks et al., 2014; WHO, 2008). Such information is significant, as South Africa can 
learn from the failures and successes of other countries. 
 The outcome of a health system is often guided by goals such as the quality, 
efficiency and equality of service (Murray & Frenk, 1999). Factors such as the design, 
content, and management of a health system influence the outcome of services provided by 
the system. Such outcomes can be examined in a health system conceptual framework 
(mentioned above) (Murray & Frenk, 1999). Considering the outcome of the South African 
health system (with focus on mental health care and mental health services), the process of 
decentralisation has been slow. Mental health services are unequally distributed across 
provinces in South Africa, and the quality of service is poor. This has directly affected 
efficient diagnoses of, and treatment plans for, psychiatric disorders (Makgoba, 2016; Marais 
& Petersen, 2015; Young, 2012). The challenges that have led to this failure to decentralise 
mental health services and thus the ineffective treatment that is accessed in South Africa are 
discussed below. 
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An over-reliance on secondary and tertiary care facilities.  
The over-reliance on secondary and tertiary care facilities is a result of 
underdeveloped, inadequate primary care facilities. Although some progress has been made 
regarding symptom management of psychiatric disorders (through prescription medication 
maintenance) and community-based psychosocial rehabilitation treatment, these facilities 
remain mostly inadequate to provide mental health care as required (Lund et al. 2012; 
Petersen & Lund, 2011). The inadequate service provided by underdeveloped primary care 
facilities can be attributed to various factors: a lack of funding and support; a shortage of 
mental health care professionals; and the limited availability of psychotropic medication in 
primary care facilities (Lund et al., 2012; WHO, 2008). A notable challenge faced by primary 
care facilities is the inability to meet a specific standard: these facilities should be within a 
five-kilometre radius of every South African’s home (as recommended by the WHO and 
mentioned above). Although there are a reasonable number of primary care facilities 
available in South Africa, they are limited to certain areas. MHCUs thus need to travel far 
distances to find clinics and hospitals that offer mental health services (Lund et al., 2012; 
WHO, 2008). This results in MHCUs utilising secondary and tertiary care facilities for 
mental health services that could have been provided at primary care level. These services 
include: the identification of common mental disorders (CMDs), such as depression and 
anxiety; the diagnoses of psychiatric disorders, such as schizophrenia and psychosis related 
disorders; and the maintenance of psychiatric disorders using psychotropic medication (Lund 
et al., 2012). 
This overuse of secondary and tertiary care facilities not only speaks to an 
overburdened health care system but also emphasises the low priority of mental health and 
the failure to efficiently implement policy and legislation to decentralise mental health 
services (Department of Health, 2012; Petersen & Lund, 2011). Furthermore, the over-
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reliance on secondary and tertiary care facilities for mental health services limits access to 
treatment for psychiatric disorders and restricts effective diagnoses and treatment methods 
(Petersen & Lund, 2011). The consequence of this continuous failure to decentralise mental 
health care services, and thus the inefficient treatment that is available for psychiatric 
disorders, is evident in the events of the Life Healthcare Esidimeni (LE) tragedy (Makgoba, 
2016).  
The LE incident, also known as the Gauteng Health Marathon Project (GMMP), can 
be analysed through the application of a health system conceptual framework (Berman & 
Bitran, 2011; Makgoba, 2016). Such a framework assists in understanding and improving the 
outcomes of a health system by strengthening the system through the application of three 
factors. These factors are: analysis of the health system; identification of performance 
indicators; and measurement of the health system’s effectiveness (Berman & Bitran, 2011). 
The three factors are discussed below.  
Firstly, a health system analysis considers politics, history, and institutional 
arrangements. It explores the role of policy reform and strengthened strategies in improving 
poor health system outcomes. When strengthening a health system, planning, policy 
development, monitoring, and evaluation are significant. A better understanding of these 
elements can lead to system reform and improvement (Berman & Bitran, 2011).  Despite 
significant progress in policy and legislation development, the South African Department of 
Health has struggled to implement policy and legislation to decentralise mental health care 
services and improve the treatment accessible to MHCUs (Department of Health, 2012; 
Thom, 2001). The GMMP was an attempt to implement policy and legislation as indicated by 
the NMHPFS and the Mental Health Care Act (17 of 2002) (Makgoba, 2016). This was 
executed through the rapid transfer of a large number of psychiatric patients. The patients 
were moved from LE (a structured hospital) to various other hospitals or unstructured non-
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governmental organisations (NGOs). The Gauteng Department of Health terminated an 
outsourced contract for mental health services with LE to reduce the cost of, and decentralise, 
mental health care services. The result was the death of an estimated 94 patients between 
March and December 2016 (Makgoba, 2016). Although policy and legislation regarding 
mental health services served as a guide, the application of these guidelines was absent or 
rushed. The GMMP lacked in the planning, monitoring, and evaluation of mental health 
services. The NMHPFS was misinterpreted in this attempt at decentralisation. The decision to 
end the contract with LE was not only characterised by inadequate planning and a hurried 
implementation process but also contradicted the NMHPFS. This contradiction lay in the fact 
that the human rights of the psychiatric patients outweighed the cost rationale of cheaper 
mental health care services provided by primary care facilities, such as the NGOs (Makgoba, 
2016). The NGOs to which patients were transferred operated under invalid licences, offered 
insufficient services, and were inadequately staffed. This again emphasises the impact of 
underdeveloped primary care facilities on the process of the decentralisation of mental health 
care services and the treatment of psychiatric disorders (Makgoba, 2016; Marais & Petersen, 
2015; Lund et al., 2012; Petersen & Lund, 2011; Thom, 2001; WHO, 2007; WHO, 2008).  
Secondly, a health system conceptual framework can predict the outcomes of a health 
system by utilising performance indicators such as monitoring and assessment of the system 
(Arah, Klazinga, Delnoij, Ten Asbroek & Custers, 2003). Poor data integrity and a lack of 
reliable, quality information systems complicate the successful monitoring of a health system. 
This was evidenced by the Gauteng Directorate of Mental Health (GDMH) only managing to 
identify 48 of the 94 deaths of psychiatric patients in the LE tragedy. Although the GDMH 
can be utilised to record reliable information, this is often not done. Furthermore, a 
significantly low percentage of research, specifically in health publications, is based on 
mental health in South Africa. These factors impede the evaluation and monitoring of the 
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implementation of policy and legislation; the process of decentralisation of mental health 
services; and the treatment of psychiatric disorders in South Africa (Jack et al., 2014; 
Makgoba, 2016; Petersen & Lund, 2011; WHO, 2007).  
Thirdly, a health system conceptual framework can evaluate the effectiveness of a 
health system by measuring the achievement of health system objectives and/ or the 
outcomes of quality services (Arah et al., 2003). The GMMP failed in its attempt to 
decentralise mental health care services and to reduce the cost of mental health care services 
by utilising underdeveloped primary care facilities (Makgoba, 2016). The LE incident not 
only resulted in the death of 94 psychiatric patients but also highlighted the inefficient 
treatment of psychiatric disorders; the lack of resources available for MHCUs; and the misuse 
of existing mental health resources in South Africa (Makgoba, 2016). 
Mental health is a low priority in South Africa. This is evident in: the LE incident, the 
inefficient treatment of psychiatric disorders; the underdevelopment of primary care facilities; 
the over-reliance on secondary and tertiary care facilities; and the failure to successfully 
implement the process of decentralising mental health care services. It can also be observed 
in the massive national treatment gap of 75% for CMDs, such as depression and anxiety 
disorders. This treatment gap refers to a large percentage of individuals who do not seek or 
receive treatment for CMDs. These disorders are thus often left unidentified, undiagnosed, 
and untreated. The treatment gap increases to above 80% when a CMD is co-morbid with a 
personality disorder (PD) and/ or substance abuse (which indicates that the co-morbidity of a 
PD and/ or substance abuse directly affects an individual’s ability to seek treatment for a 
CMD) (Petersen & Lund, 2011). 
The contradiction between the large number of individuals living with a possible 
diagnosis of a CMD and the small number who seek and/ or receive treatment for a CMD is 
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concerning. It emphasises the impact of underdeveloped primary care facilities on the 
population. Only a small percentage of South Africans are diagnosed and treated for 
psychiatric disorders (Corrigan & Watson, 2002; Petersen et al., 2009). Those who do seek 
treatment depend on the psychiatric services available from secondary and tertiary care 
facilities, as the factors mentioned hinder South Africans from receiving efficient treatment 
from primary care facilities (Corrigan & Watson, 2002; Petersen et al., 2009). The diagnoses 
and treatment of psychiatric disorders at secondary and tertiary care facilities is further 
explored below. 
The Treatment of Psychiatric Disorders in Secondary and Tertiary Care Facilities 
As mentioned, secondary care facilities refer to general hospitals with inpatient psychiatric 
units and outpatient facilities whilst tertiary care facilities refer to specialised psychiatric 
hospitals (Department of Health, 2012). These facilities are compared below, particularly 
with regards to the diagnoses and treatment of psychiatric disorders.  
The treatment of a psychiatric disorder is determined by the identification and 
diagnosis of the disorder (Janse van Rensburg & Jassat, 2011). Mental health care facilities in 
South Africa utilise the Diagnostic and Statistical Manual of Mental Disorders (DSM). The 
DSM is a diagnostic tool that classifies mental disorders according to designed criteria of 
associated symptoms to obtain a reliable diagnosis of a psychiatric condition (American 
Psychiatric Association [APA], 2013; Janse van Rensburg & Jassat, 2011; Robertson, 2012). 
The DSM-IV-TR classification was meant to be phased out in 2015. However, both DSM-
IV-TR and DSM 5 are currently utilised in South African mental health care facilities (APA, 
2000; APA, 2013).  
Before examining the diagnoses of psychiatric disorders at secondary and tertiary care 
facilities, it must be noted that the 2009 South African Stress and Health (SASH) study was 
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the first and only large-scale population-based study of CMDs in South Africa. It revealed 
that the most commonly identified, but not necessarily diagnosed, mental disorders include 
anxiety, substance use, and mood disorders (Herman et al., 2009). The lack of research on the 
diagnoses and treatment of psychiatric conditions in South Africa is distinct: the SASH study 
was published 10 years ago, yet it is repeatedly and frequently referenced due to a lack of 
updated, representative data (Jack et al., 2014; Department of Health, 2012; Lund et al., 2012; 
Petersen & Lund, 2011; Robertson, 2012). Even less research has been conducted on the 
treatment of psychiatric disorders at secondary and tertiary care facilities in South Africa 
(Janse van Rensburg & Jassat, 2011; Robertson, 2012; WHO, 2007). From the limited 
research conducted on secondary and tertiary care facilities some frequent diagnoses were 
identified. Archival research (Janse van Rensburg & Jassat, 2011) conducted at a secondary 
care facility, specifically a general hospital with a psychiatric ward, revealed that MHCUs 
were frequently diagnosed with schizophrenia, followed by substance-related conditions, 
bipolar mood disorder (BMD) and disorders related to a general medical condition (GMC) 
(Janse van Rensburg & Jassat, 2011). Results from other archival research (Robertson, 2012) 
support these findings as mood and substance use disorders were the most frequently 
diagnosed psychiatric disorders at a tertiary care facility (a specialised psychiatric hospital). 
Additionally, most patients referred to the psychotherapy ward of this specialised psychiatric 
hospital had a borderline personality disorder (BPD), which was co-morbid to their primary 
psychiatric diagnosis. According to the DSM-5, BPD and antisocial, histrionic and 
narcissistic personality disorders fall within cluster B personality disorders (Robertson, 2012; 
APA, 2013). In both secondary and tertiary care facilities, cluster B personality disorders 
appear to be more frequently diagnosed than cluster A and cluster C personality disorders 
(Janse van Rensburg, 2010; Robertson, 2012). There are thus similarities between the 
identification of CMDs in the general population and the diagnoses of psychiatric disorders 
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of MHCUs at secondary and tertiary care facilities. These, again, include mood and substance 
use disorders as the frequently identified and diagnosed (Herman et al., 2009; Janse van 
Rensburg & Jassat, 2011; Robertson, 2012). The identification and diagnosis of a psychiatric 
disorder is crucial, as these guide the treatment methods utilised (Janse van Rensburg & 
Jassat, 2010). 
The method of treatment utilised, and thus the effectiveness of the treatment of 
psychiatric disorders, is affected by several factors. These factors can be linked to the failure 
to successfully implement the process of decentralising mental health care services. At 
tertiary facilities, one such limitation is budget cuts. Budget cuts have resulted in a decrease 
of resources: insufficient beds, fewer trained professionals, and decreased incomes. These 
budgets cuts were made to facilitate the decentralisation of mental health care services and 
improve the treatment accessible to MHCUs diagnosed with psychiatric disorders. Their aim 
was to make funds available for the development of secondary and primary level care 
facilities. However, these financial resources were not transferred to support community-
based care facilities at a secondary and primary level, which, as mentioned, has led to 
underdeveloped and inadequate primary care facilities (Petersen & Lund, 2011). At 
secondary care facilities, inadequate infrastructure is a limiting factor to effective treatment. 
This includes a shortage of professional staff, to provide 72-hour observation and emergency 
management of MHCUs as required by policy and legislation. Furthermore, referral 
information from primary to secondary care facilities is inefficient, which also affects the 
effective treatment of psychiatric disorders at secondary care facilities (Lund et al., 2012).  
A further limitation to effective treatment, which influences the method of treatment 
utilised for psychiatric disorders, is that secondary and tertiary care facilities often need to 
provide MHCUs with all three levels of care (primary, secondary and tertiary). This is due to 
the failure to efficiently integrate mental health care services into the public health care 
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system (Mohapi & Basu, 2012; Petersen & Lund, 2011). The result is poor quality care, 
which is obvious in the treatment of psychiatric patients being limited to crisis management 
and the psychopharmacological care of chronic conditions at secondary care facilities 
(Petersen & Lund, 2011). The high use of psychotropic medication could be due to their 
availability at secondary care facilities, especially at general hospitals that offer psychiatric 
services (Lund et al., 2012). Research has shown that acute inpatients at a psychiatric ward 
within a general hospital are most frequently treated with antipsychotics followed by 
medication for acute sedation, mood stabilisation, the treatment of co-morbid conditions, and 
antidepressants (Janse van Rensburg, 2010). Treatment of psychiatric disorders by means of 
psychotropic medication is effective but not holistic. Holistic treatment of psychiatric 
disorders produces long-lasting results.  It includes not only psychotropic medication but also 
therapy from a psychologist, social worker and/ or occupational therapist (Department of 
Health, 2012; Janse van Rensburg, 2010). The effect of holistic therapy can be observed in 
tertiary care facilities where inpatients are treated with psychotropic medications (sedatives, 
antipsychotics, mood stabilisers, antidepressants, etc.) and intensive and prolonged individual 
and group psychotherapy (Robertson, 2012). 
When discussing secondary and tertiary care facilities, one cannot ignore the 
revolving door syndrome in which MHCUs are treated, discharged and then re-admitted. 
Contributing factors to the revolving door syndrome are poor adherence to treatment; 
discontinuity of treatment after discharge from an acute ward; early discharge due to bed 
shortages; substance abuse; and underdeveloped, inadequate community-based treatment 
(Janse van Rensburg & Janse van Rensburg, 2011; Lund et al., 2012; Petersen & Lund, 
2011). The most common diagnoses of re-admitted MHCUs included severe psychiatric 
disorders, such as schizophrenia, and mood disorders, such as BMD. Some re-admitted 
MHCUs also had a co-morbid diagnosis of a PD and/ or substance related problems (Janse 
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van Rensburg, 2010). This again demonstrates the consequential correlation between primary 
psychiatric diagnoses and a co-morbid diagnosis of a PD and/ or substance abuse. 
Various limitations impact the effective treatment of psychiatric disorders at 
secondary and tertiary levels of care. Nevertheless, MHCUs rely more heavily on secondary 
and tertiary care facilities for mental health services than on primary care facilities (Petersen 
et al., 2009). This research, therefore, focused on the diagnoses and treatment of psychiatric 
disorders in a secondary care facility: specifically, a general hospital with an acute psychiatric 
ward. This is further discussed in the section on aims and objectives (below).  
Aims and Objectives 
This research was based on the rationale that, at present, mental health is a low priority in 
South Africa.  This study aimed to explore the treatment accessible to MHCUs by means of 
patient records, which were used to identify the diagnoses and treatment of psychiatric 
disorders at the psychiatric ward of a general hospital. The data collected in this study 
contributed to existing literature on MHCUs in South Africa, which thus expanded and 
updated the existing literature. The information gathered not only emphasises the importance 
of a diagnosis but can also be used to improve the treatment plans of psychiatric disorders. 
The findings from this study were considered valuable for several reasons. Firstly, there is a 
lack of current, representative data on the prevalence of psychiatric disorders in South 
African hospitals, as similar studies were last conducted seven to ten years ago (Janse van 
Rensburg, 2010; Robertson, 2012; Sorsdahl et al., 2009). Secondly, there is a need to focus 
on the treatment of psychiatric disorders. This need has arisen as many studies conducted on 
psychiatric disorders in a hospital setting in South Africa emphasise the diagnosis of 
psychiatric disorders, while ignoring the frequently utilised methods of treatment for such 
disorders. Focusing on the treatment of psychiatric disorders may lead to a better 
understanding of, and thus an improvement in, treatment methods (Janse van Rensburg & 
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Janse van Rensburg, 2011; Petersen & Lund, 2011; Robertson, 2012; Sorsdahl, et al., 2009). 
The treatment MHCUs accessed when making use of mental health services was explored 
with the following objectives: 
1. Identification of the most prevalent diagnosed psychiatric disorders according to the 
DSM-IV-TR and DMS 5 in the acute psychiatric ward at a general hospital from 
January 2012 to December 2017. 
2. Investigation into frequently used treatment plans according to the recorded 
psychiatric diagnosis on the acute psychiatric ward: including the most common 
method of treatment for a psychiatric disorder (psychotropic medication, 
psychotherapy) by multiple health care professionals (medical doctors, psychiatrists, 
psychologists, occupational therapists and social workers).  
Method 
Study Design  
This study utilised a quantitative, cross-sectional retrospective chart review (RCR) to achieve 
its aim and objectives. It is quantitative as the data collected was analysed using descriptive 
statistics (Curtis & Drennan, 2013; Kreuger & Neuman, 2006; Sarkar & Seshadri, 2014). Its 
cross-sectionality lies in the inclusion of data from a single time period: January 2012 to 
December 2017. The RCR utilised previously recorded data to answer clinical queries by 
drawing inferences based on data summary and statistical analysis (Sarkar & Seshadri, 2014; 
Vassar & Holzmann, 2013). 
An RCR was the most appropriate method for this study as it not only utilised patient 
records to determine the suitability of the diagnoses and treatment plans for the recorded 
psychiatric disorders but also enabled observation of adherence to guideline standards 
according to policy and legislation. Using an RCR provided several noteworthy advantages. 
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Firstly, a large sample of data could be assessed in limited time, which lessened resource 
intensity. Secondly, data could be collected with limited effort, as the information is routinely 
recorded by professionals. Thirdly, it minimised recall bias. Fourthly, the RCR did not 
intrude on patients’ time. Lastly, it was the most feasible method by which to understand 
trends such as the most frequently prescribed psychiatric medication at an acute psychiatric 
ward in a general hospital (Sarkar & Seshadri, 2014).  
Use of an RCR helped identify associations between variables, which were then 
consolidated with a descriptive purpose in this study. Scientific descriptions were used to 
accurately and precisely note demographic characteristics of the population; variables; 
patterns of variables; and the implications of such patterns (Babbie & Mouton, 2001; Sarkar 
& Seshadri, 2014). RCRs were also used in previous, similar studies that viewed patient 
records to answer clinical questions related to the prevalence of and treatment methods for, 
psychiatric disorders in a hospital setting. These studies demonstrated the attractiveness of 
using RCRs in clinical disciplines, such as psychiatry and psychology (Gearing, Mian, Barber 
& Ickowicz, 2006; Janse van Rensburg, 2010; Robertson, 2012; Sarkar & Seshadri, 2014; 
Vassar & Holzmann, 2013). 
Setting  
The hospital included in this study is considered a regional hospital in Gauteng, South Africa. 
Gauteng is the smallest province in the country and includes sub regional areas.  The MHCUs 
who use the hospital’s services are from the Johannesburg Metro area in Gauteng, although 
some MHCUs travel from other regions in Gauteng, such as the Ekurhuleni and the West 
Rand regions (Janse van Rensburg, 2010). The hospital offers various mental health services. 
The psychiatric ward provides inpatient and outpatient treatment and consultations to 
MHCUs and includes a 72-hour assessment unit (Janse van Rensburg, 2010). Treatment is 
voluntary, assisted or involuntary. The psychiatric ward also supports academic activities, 
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such as under- and postgraduate teaching, training and supervision offered to staff and 
students. Research is encouraged in the form of self-initiated research for degree and non-
degree purposes as well as contracted research with the University of the Witwatersrand 
Health Consortium (WHC). (Janse van Rensburg, 2010).  
This study focused on the acute inpatient treatment of adult (male and female) 
MHCUs at the chosen psychiatric ward. Inpatient treatment of MHCUs in this ward consists 
of diagnoses and the treatment of psychiatric disorders by means of a medical, psychiatric, 
psychological, functional and social assessment conducted by a clinical team of health care 
professionals. The clinical team/ multidisciplinary team (MDT) consists of medical doctors, 
nurses, psychiatrists, occupational therapists, psychologists, and social workers. Following 
the assessment, initial containment and treatment are provided. Collateral information is 
obtained, if possible, followed by provision for family intervention and/ or psychoeducation 
on the psychiatric disorder, if necessary. Upon discharge, recommendations, referrals and/or 
placements are made for MHCUs (Janse van Rensburg, 2010). Understanding the mental 
health services, processes and procedures of the psychiatric ward relates to the objectives for 
this study: the diagnoses and treatment plans of psychiatric disorders. 
Study Population and Sampling Strategy 
This study explored the treatment accessible to MHCUs by means of patient records, which 
were used to identify the diagnoses and treatment plans of psychiatric disorders at a general 
hospital. Non-probability sampling was used, as it was problematic to gain access to records 
for the entire population of MHCUs in South Africa. Participant records were selected based 
on accessibility - in this case, MHCUs who utilised mental health care services offered at a 
psychiatric ward in a general hospital (Babbie & Mouton, 2001). Purposive sampling (which 
falls under non-probability sampling) was utilised to collect data particular to the purpose of 
the study. In this case, the information collected was relevant to and supported the objectives 
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of this study: the diagnoses and treatment methods of psychiatric disorders at a psychiatric 
ward. Additionally, purposive sampling was appropriate as the sample was selected based on 
knowledge of the population (Babbie & Mouton, 2001; Janse van Rensburg, 2010). Such 
knowledge included cognisance that the MHCUs who utilised psychiatric services at the 
acute psychiatric ward were often admitted, diagnosed, and treated as inpatients for severe 
psychiatric disorders. This study, therefore, included MHCUs who had been assessed by the 
MDT; admitted to the acute psychiatric ward; and treated as inpatients during the six-year 
period January 2012 to December 2017. As the acute psychiatric ward only admits and treats 
patients over the age of 18, only adults were included in this study.  
Data Collection  
This study, as part of a larger research study, focused on one area of interest: the diagnoses 
and treatment plans of psychiatric disorders at the psychiatric ward of a general hospital. The 
hospital gave ethical clearance for the research to be conducted. The head of the psychiatric 
ward granted the researchers access to the patient records. The ward’s administrative assistant 
guided the researchers in the retrieval and return of patient records. The research team was 
situated in a private office to maintain confidentiality of the patient records. As each patient 
record was viewed, information from the intake and discharge summaries was captured on an 
Excel spreadsheet. The Excel spreadsheets (see Appendix A) served as a gathering 
instrument, created to easily capture all the relevant information. The information considered 
significant to this study was gathered over a six-month period. Such information included, 
firstly, the demographic details of MHCUs, such as gender, age, socio-economic status (SES) 
and level of education (LOE), and the psychiatric and psychological diagnoses made by 
means of the DSM according to both the DSM-IV-TR and DMS 5 (APA, 2000; APA, 2013). 
The DSM-IV-TR was included in this study as it is still utilised by the MDT at this 
psychiatric ward, particularly when completing the discharge summary (see Appendix B) 
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(APA, 2000). Secondly, the pharmacological, psychological and psychosocial treatment of 
MHCUs was noted in terms of psychiatric medication, psychotherapy, occupational therapy 
and/ or social work. During the data collection process, the number of re-admissions to the 
psychiatric ward was striking (the revolving door syndrome). Thus, for the remainder of the 
study, the revolving door syndrome was recognised as a sub-objective: a measurable and 
evident limitation to the effective treatment of psychiatric disorders. The information 
gathered provided the data needed to answer the research questions regarding the most 
frequently diagnosed psychiatric disorders and most commonly used treatment methods (of 
various health care professionals). 
Data Analysis  
During data collection, the relevant information of patients who had been admitted more than 
once during the six-year period (the revolving door syndrome) was combined into a single 
row on the Excel spreadsheets. Where patients had received the same primary diagnosis on 
each admission, that diagnosis was coded. Where patients had received different primary 
diagnoses on separate admissions, the most common primary diagnosis was coded. For those 
where a common primary diagnosis was not indicated and the primary diagnosis differed on 
each admission, the primary diagnosis received on the first admission was coded. 
Simultaneously, the remaining data was coded with the creation of a codebook that contained 
the code with its description for each variable. The coded data was prepared for, and 
uploaded to, the Statistical Package for Social Sciences (SPSS) – software designed to 
transform raw data into useful statistics. The SPSS was used to analyse descriptive statistics. 
Descriptive statistics was utilised to accurately note not only the demographic characteristics 
of the sample but also the variables, patterns of variables, and the implications of such 
patterns to this study. The frequency with which variables occurred in the sample was 
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emphasised, for instance, the frequency of certain diagnosed psychiatric disorders at the 
psychiatric ward in a general hospital (Babbie & Mouton, 2001).  
More detailed information was obtained by identifying frequencies with the use of 
categorical variables. This was helpful in identifying, for example, the most common method 
of treatment by the MDT (Griffith, 2010; Pallant, 2010). Bivariate descriptive statistics was 
used to determine correlations between variables, such as the relationship between the 
number of psychiatric diagnoses and the frequency of re-admissions (revolving door 
syndrome) per MHCU at the psychiatric ward. This was done to better understand the causes 
of the revolving door syndrome (Babbie & Mouton, 2001). 
Ethical Considerations 
As mentioned, this research formed part of a larger research study. Ethical clearance was 
granted from the general hospital’s research committee and the study was reviewed and 
approved by the Human Research Ethics Committee (HREC) of the University of the 
Witwatersrand (WITS) (see Appendix C). Before granting approval, the WITS HREC 
considers vulnerable patients, such as MHCUs who are not able to provide consent to 
participate in a research study, which were the MHCUs relevant for this study. This research 
project was also approved by the Faculty of Humanities Research Ethics Committee (REC) at 
the University of Johannesburg (UJ) (see Appendix D). Furthermore, the research team 
signed a confidentiality agreement with the hospital to ensure the confidentiality of the data 
collected. As the research was archival, it did not include engagement with patients. 
Anonymity was ensured by not reporting any identifying information. Visual access to the 
raw and coded data was only granted to the head researcher and the research team involved in 
this study. 
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Results 
The sample obtained for this study consisted of 730 patient records. An average of 170 
patient records was collated per year for the six-year period (January 2012 to December 
2017). Therefore, a total of 1 017 patient records were collected. However, after 
identification of re-admissions over the six-year period, the sample size was reduced to 730 
patient records. This indicates that about 28% (N=287) of patients were re-admitted into the 
psychiatric ward over the six-year period and thus contributed to the revolving door 
syndrome. The presence of the revolving door syndrome therefore significantly reduced the 
sample size for this study. Findings on the diagnoses of psychiatric disorders begin with 
Table 1 (below) which summarises the demographic information of the sample in terms of 
gender, age, LOE, and SES. 
The Diagnoses of Psychiatric Disorders 
Table 1 
Demographic Information of Sample  
 
Variables 
Demographic information 
Frequency  Percent (%) 
Gender    
 Female  258 35.6 
 Male  466 64.4 
Age    
 Under 19 3 0.4 
 19-29  236 32.7 
 30-39 240 33.2 
 40-49 123 17.0 
 50-59 75 10.4 
 60 and over 45 6.2 
Level of education     
 Primary 51 7.0 
 Secondary 366 50.3 
 Tertiary 114 15.7 
 Unknown 196 27.0 
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Socio-economic status 
 Employed 112 15.4 
 Unemployed 461 63.5 
 Self-employed 16 2.2 
 Student 39 5.4 
 Grant 39 5.4 
 Unknown 59 8.1 
 
Table 1 indicates that the sample (N=730) obtained in this study consisted of more male 
(N=466 or 64.4%) than female (N=258 or 35.6%) patients. It included a range of ages – from 
18 to over 60 years old, but the majority of the patients (65.9%) were between the ages of 19 
and 39. With regards to LOE, half of the patients had obtained a secondary LOE (50.2%); 
followed by a tertiary LOE (15.7%); and a small number of patients with a primary LOE 
(7.0%). In terms of SES, the majority of patients were unemployed (63.5%); followed by 
patients who were employed (15.4%); with a total of 13% of patients who were either self-
employed, students, or utilising a grant. Table 2 (below) shows the most frequently diagnosed 
primary and co-morbid psychiatric diagnoses. 
Table 2 
Primary and Co-morbid Psychiatric Diagnoses 
 Primary psychiatric 
diagnoses 
Co-morbid psychiatric 
diagnoses 
Psychiatric disorders Percent (%) Percent (%) 
Bipolar mood disorder  17.8 5.9 
Dementia 1.8 1.5 
Mood disorder 4.3 3.7 
Mood disorder due to generalised medical condition 2.4 2.5 
Mood disorder due to substance use  2.8 3.7 
Neurocognitive disorder 2.8 9.0 
Personality disorder 2.1 0.6 
Psychosis 2.2 1.5 
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Psychosis due to generalised medical condition  4.9 3.7 
Psychosis due to substance use  18.1 12.4 
Schizo-affective disorder 4.6 4.3 
Schizophrenia 22.8 6.5 
Substance abuse 10.6 38.1 
 
For a more detailed version of Table 2, see Appendix E, Table E1. Table 2 shows that the 
most frequently diagnosed primary psychiatric disorders (69.3%) at the psychiatric ward 
were: schizophrenia (22.8%); psychosis due to substance use (18.1%); BMD (17.8%); and 
substance abuse (10.6%). Primary psychiatric disorders that were less frequently diagnosed 
(27.9%) at the psychiatric ward included: PDs; neurocognitive disorders; dementia; schizo-
affective disorder; psychosis (including psychosis due to a GMC); and mood disorders 
(including mood disorders due to a GMC and substance use). Primary psychiatric disorders 
that were diagnosed four times (or fewer) (2.7%) at the psychiatric ward during the six-year 
period include: major depressive disorder (MDD); generalised anxiety disorder (GAD); post-
traumatic stress disorder (PTSD); adjustment disorder; parasuicide; malingering; delirium; 
autism spectrum disorder; and body dysphoric disorder.  
Table 2 (Appendix E, Table E1) also summarises the most prevalent co-morbid 
psychiatric disorders diagnosed (65.6%) at the psychiatric ward: substance abuse (38.1%); 
psychosis due to substance use (12.0%); neurocognitive disorders (9.0%); and schizophrenia 
(6.5%). Other co-morbid psychiatric disorders (21.3%) – that were less frequently diagnosed 
at the psychiatric ward – comprised of schizo-affective disorder; psychosis due to a GMC; 
and mood disorders (including mood disorders due to substance use and BMD). Co-morbid 
psychiatric disorders that were diagnosed eight times (or fewer) during the six-year period 
included: mood disorders due to GMC, MDD, GAD, eating disorders, obsessive compulsive 
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disorder (OCD), PTSD, parasuicide, psychosis, PDs, attention deficit hyperactivity disorder 
(ADHD), adjustment disorder, autism spectrum disorder, dementia, and delirium. 
In addition to primary and co-morbid psychiatric diagnoses (Table 2), 97 patient 
records (N=97) showed a PD as a secondary diagnosis (Appendix E, Table E2). According to 
Table E2, Appendix E, Cluster B PDs were the most prevalent at 91.8%, whereas Cluster A, 
Cluster C and Depressive PDs were only a total of 8.3%. Table 3 (below) indicates the most 
common treatment by medication in the psychiatric ward of a general hospital. 
The Treatment of Psychiatric Disorders 
Table 3 
Treatment by Psychiatric Medication  
 Treatment 
Option 1 
Treatment 
Option 2 
Treatment 
Option 3 
Treatment 
Option 4 
Medication Percent (%) Percent (%) Percent (%) Percent (%) 
Antipsychotics      
 Risperidone 43.4 14.2 9.2 9.2 
 Seroquel 2.2 1.2 2.0 - 
 Olanzapine/ 
Zyprexa 
11.4 8.9 6.4 1.5 
 Haloperidol  5.4 2.8 1.2 3.1 
 Clozapine 2.7 2.2 1.2 1.5 
 Clopixal 1.6 2.8 6.0 13.8 
 Fluanxol 3.9 6.5 7.2 12.3 
Antidepressants      
 Fluoxetine 2.1 2.2 1.2 1.5 
 Citalopram 2.1 0.8 2.0 - 
Tranquilizers      
 Rivotril 5.5 16.4 30.3 32.3 
 Phenergan  1.5 2.6 3.6 3.1 
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Mood Stabilizers 
 Epilim  13.2 29.8 12.4 7.7 
 Lithium  1.5 1.8 3.2 - 
 
Other Medication 
     
 Disipal 0.6 2.2 6.0 4.6 
Note. Dashes signify missing data.  
For a more detailed version of Table 3, see Appendix E, Table E3. Table 3 indicates four 
treatment options utilised in the psychiatric ward. Over all four treatment options, the most 
prevalent psychiatric medication prescribed were antipsychotics, mood stabilisers and 
tranquilizers. Treatment Option 1 frequently prescribed antipsychotics: Risperidone (43.4%) 
and Olanzapane/ Zyprexa (11.4%) as well as Epilim (13.2%), which is a mood stabiliser. 
Treatment Option 2 frequently made use of the mood stabiliser Epilim (29.8%), followed by 
a tranquiliser, Rivotril (16.4%), and an antipsychotic, Risperidone (14.2%). Treatment Option 
3 commonly administered a tranquiliser, Rivotril (30.3%), followed by a mood stabiliser 
Epilim (12.4%) and an antipsychotic, Risperidone (9.2%). Treatment Option 4 frequently 
included a tranquiliser, Rivotril (32.3%), followed by antipsychotics, namely: Clopixal 
(13.8%) and Fluanxol (12.3%).  
Although the psychiatric medication (below) was frequently administered at the 
psychiatric ward, the frequency was less significant when compared to the above-mentioned 
psychiatric medication (Table 3) (Appendix E, Table E3).The following antipsychotic 
medication was less commonly prescribed to treat psychiatric disorders: Seroquel, 
Haloperidol, Chlorpromazine, Clozapine, Geodon, Sulpiride, Amisulpride and Xeplion. 
Tranquilizers such as Lorazepam, Phenergan, Urbanol and Diazepam were also prescribed. 
Mood Stabilizers consisted of Lamotrigine, Sodium Valproate, Lamictal and Lithium. 
Antidepressants such as Fluoxetine, Citalopram, Sertraline, Amitriptyline, Cipramil, 
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Mianserin and Venlafaxine were utilised. Other medication, such as Disipal, Losec and 
Etomine, was also prescribed. Table 4 (below) indicates treatment by psychiatric medication 
according to the psychiatric diagnosis, as demonstrated by the patient records studied. 
Table 4 
Treatment by Psychiatric Medication according to a Psychiatric Diagnosis  
 Schizophrenia Psychosis due to 
substance use 
Bipolar mood 
disorder 
Substance 
abuse 
Medication Percent (%) Percent (%) Percent (%) Percent (%) 
Antipsychotics      
 Risperidone 40.9 58.9 35.4 54.7 
 Olanzapine/ 
Zyprexa 
19.8 8.1 9.4 1.9 
 Haloperidol  6.2 8.9 2.4 7.5 
 Clozapine 7.4 - - - 
Tranquilizer      
 Rivotril 3.7 10.0 3.1 9.4 
Mood Stabiliser      
 Epilim  8.0 5.6 26.8 3.8 
Note. Dashes signify missing data.  
A more detailed version of Table 4 is available in Appendix E, Table E4. Table 4 indicates 
that antipsychotic medication Risperidone (40.9%) and Olanzapine/ Zyprexa (19.8%) were 
frequently prescribed for schizophrenic patients. This was followed by the mood stabilizer 
Epilim (8.0%). Antipsychotic medication commonly prescribed for those diagnosed with 
psychosis due to substance use included Risperidone (58.9%) and Haloperidol (8.9%) as well 
as the tranquilizer Rivotril (10.0%). BMD was treated with antipsychotic medications 
Risperidone (35.4%) and Olanzapine/ Zyprexa (9.4%) and the mood stabilizer Epilim 
(26.8%). Patients diagnosed with substance abuse were frequently prescribed antipsychotic 
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medications Risperidone (54.7%) and Haloperidol (7.5%) as well as the tranquilizer Rivotril 
(9.4%). 
In addition to treatment by psychiatric medication, other methods of treatment for 
psychiatric disorders included psychotherapy, occupational therapy, and social work. 
Significantly, most patient records (88.3%) did not indicate psychotherapy as a method of 
treatment (Appendix E, Table E5). However, of the patients referred for psychotherapy at the 
psychiatric ward, 10.6% received individual therapy, followed by 1.1% of patients who 
received other forms of psychotherapy (group therapy, Dialectical Behaviour Therapy (DBT) 
and/or psychoeducation). Similarly, most patient records (90.6%) did not indicate a referral to 
a social worker for treatment (Appendix E, Table E6). Therefore, a total of 9.4% of patient 
records indicated social work as a method of treatment. In contrast to psychotherapy and 
social work, a significant percentage (32.3%) of patients received occupational therapy as a 
method of treatment at the psychiatric ward within the general hospital (Appendix E, Table 
E6). 
The revolving door syndrome emerged as a by-product of the treatment of psychiatric 
disorders in the psychiatric ward at the general hospital. In this research study, the revolving 
door syndrome refers to MHCUs who had been admitted to the psychiatric ward at the 
general hospital more than once. Of the total admissions over the six-year period, 76.3% of 
patients were admitted to the psychiatric ward once (Table E7, Appendix E). However, the 
revolving door syndrome was evident in 14.8% of patients who were admitted twice; 3.9% of 
patients who were admitted three times; 2.6% of patients who were admitted four times; and 
2.2% of patients who were admitted between five and 13 times at the psychiatric ward during 
the six-year period. 
RUNNING HEADER: DIAGNOSES AND TREATMENT OF PSYCHIATRIC DISORDERS                                   46 
 
In addition to the revolving door syndrome, another significant finding that emerged 
from this research was the number of primary psychiatric diagnoses given upon admission in 
the six-year period (Appendix E, Table E8). Most patients (89.7%) received one primary 
psychiatric diagnosis; followed by 8.5% who were diagnosed with two different primary 
psychiatric diagnoses; 1.7% who received three different primary psychiatric diagnoses; and 
a single patient (0.1%) who was diagnosed with four different primary psychiatric diagnoses. 
Significantly, the revolving door syndrome (the number of admissions) appeared to directly 
correlate with the number of primary psychiatric diagnoses given over the six-year period 
(see Table 5, below). 
Table 5 
Pearson Product-Moment Correlations of the number of admissions/ re-admissions and the 
number of psychiatric diagnoses during the six-year period 
 
 
Variables 
Number of 
admissions/  
re-admissions 
Number of 
psychiatric 
diagnoses 
Number of admissions/  
re-admissions 
Pearson Correlation 1 .536** 
Sig. (2-tailed)  .000 
Number of psychiatric 
diagnoses 
Pearson Correlation .536** 1 
Sig. (2-tailed) .000  
**. Correlation is significant at the 0.01 level (2-tailed). 
A Pearson product-moment correlation coefficient was computed to assess the relationship 
between the number of admissions/ re-admissions (the revolving door syndrome) and the 
number of psychiatric diagnoses received per patient in the six-year period. It showed a 
positive correlation between the two variables: r = .536, p = .000. Table 5 summarises the 
results: overall there was a strong positive correlation between the number of admissions/ re-
admissions (the revolving door syndrome) and the number of primary psychiatric diagnoses 
during the six-year period. Thus, increases in the number of admissions/ re-admissions (the 
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revolving door syndrome) correlated with increases in the number of primary psychiatric 
diagnoses.  
Discussion 
This research study was motivated by the premise that mental health and mental health 
services remain a low priority in South Africa. The findings presented (above) met the aim 
and objectives set for this research and are interpreted below. This study aimed to explore the 
treatment accessible to MHCUs in a secondary care facility, specifically in a general hospital 
with a psychiatric ward. This aim was achieved by meeting two objectives. The first objective 
was fulfilled in the identification of the most prevalent diagnosed psychiatric disorders, 
according to the DSM, in the acute psychiatric ward. The second objective was reached in the 
investigation of the frequently used treatment plans, according to the recorded psychiatric 
diagnoses, in the acute psychiatric ward. Notably, a sub-objective had emerged during the 
data collection phase: exploring the revolving door syndrome by examining the number of re-
admissions to the acute psychiatric ward in the six-year period. This was a measurable 
limitation to the efficiency of the treatment methods of the recorded psychiatric disorders. 
Additionally, noteworthy findings regarding demographic information had also emerged in 
this study (discussed below). 
Demographic Information 
The following key findings had emerged regarding the demographic information of the 
sample used in this study. Most patients admitted, diagnosed and treated at the acute 
psychiatric ward in the six-year period were male, which contradicts previous research that 
found females as more likely to access treatment and receive a psychiatric diagnosis (Herman 
et al., 2009; Janse van Rensburg & Jassat, 2011; Robertson, 2012). The increase in males 
utilising psychiatric facilities could be because psychiatric conditions play a major role in the 
burden of disease in South Africa: making it difficult to ignore and resulting in more 
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individuals (including males) seeking treatment (Department of Health, 2012). More males 
utilising psychiatric facilities could also be due to the nature of the disorders often diagnosed 
in a hospital setting. Although BMD formed part of the top disorders diagnosed, there was a 
high prevalence of substance related disorders as both a primary and co-morbid diagnosis. 
According to previous literature, females often present with mood and anxiety disorders, 
whereas males present with substance use disorders (Herman et al., 2009; Stein et al., 2008). 
Additionally, this study confirmed the high rate of unemployment in South Africa. 
According to the findings of the current research, this could be due to low LOE, as the 
majority of MHCUs that were diagnosed and treated at the acute psychiatric ward had a 
secondary LOE. This, in turn, contributes to high levels of poverty in South Africa and over-
reliance on the public health system which emphasises the need to prioritise mental health 
care and mental health services (WHO, 2008; Young, 2016). 
The Diagnoses of Psychiatric Disorders 
The most frequently diagnosed psychiatric disorders at the psychiatric ward were 
schizophrenia, BMD and substance-related conditions, which was an expected finding as it is 
supported by previous literature (Herman et al., 2009; Janse van Rensburg & Jassat, 2011; 
Robertson, 2012). The frequent diagnoses of schizophrenia, BMD and substance-related 
conditions, indicates that the prevalence of psychiatric disorders at secondary care facilities 
have remained relatively stable over time. Such prevalence thus allows the opportunity for 
treatment methods of these disorders to be improved. Improvement that could aid not only in 
preventing relapse and/or the re-admissions of MHCUs diagnosed with these psychiatric 
disorders but also in the launch of preventive campaigns with the information as to which 
psychiatric disorders to focus on (to reduce the number of admissions into secondary care 
facilities in the first place). 
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The high prevalence of a severe diagnosis such as schizophrenia at the psychiatric 
ward has also remained relatively stable as noted by previous literature (Janse van Rensburg 
& Jassat, 2011). It is therefore important to note that the current method of treatment for such 
a disorder might be ineffective. This could be attributed to the lack of an inclusive approach 
to the diagnoses and treatment of psychiatric disorders in South Africa and within this 
psychiatric ward. One cannot ignore that South Africa is a country rich in cultural diversity; 
there is thus a need to consider the role of cultural factors in the development, presentation, 
course, and outcome of psychiatric disorders. Schizophrenia is a disorder that can be further 
understood by spiritual and cultural explanations. Crucially, the diagnosis and treatment of 
schizophrenia might fall short of being inclusive due to health care professionals largely 
utilising Western models to diagnose and treat such disorders – which includes the use of the 
Diagnostic and Statistical Manual of Mental Disorders as a diagnostic tool (Mosotho, Louw 
& Calitz, 2011). Although some research has been conducted in this area, there exists the 
need for implementation of traditional explanatory models. Many psychiatric facilities in 
South Africa, still only utilise Western models to identify and treat psychiatric disorders 
(Campbell et al., 2017; Hassim & Wagner, 2013; Mosotho, Louw & Calitz, 2011; Petersen & 
Lund, 2011).   
This study also found that the psychiatric disorders diagnosed less frequently in the 
psychiatric ward in the six-year period included MDD and GAD. From this finding, it is clear 
that psychiatric conditions such as depression and anxiety (also referred to as CMDs) are 
usually identified by the general population – as seen in the SASH study (Herman et al., 
2009) – but are not formally diagnosed and treated in the psychiatric ward (as seen in this 
study and other similar studies on psychiatric facilities) (Janse van Rensburg, 2010; 
Robertson, 2012). This contributes to the 75% national treatment gap for CMDs confirmed 
by this study. This treatment gap denotes the large number of individuals who do not seek or 
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receive treatment for psychiatric conditions, which leads to CMDs often not being identified, 
diagnosed, or treated (Herman et al., 2009; Petersen & Lund, 2011). This gap could be a 
consequence of underdeveloped and inadequate primary care facilities and a result of the 
failure to implement the decentralisation of mental health services and the inability to 
improve the treatment accessible for psychiatric disorders (Lund et al., 2012). After about 
twenty years of attempting to develop primary care facilities, a shift can be made to rather 
invest in and develop the resources that are being utilised by individuals which are also in 
line with South Africa’s diverse culture. Many individuals seek assistance from non-health 
care professionals such as spiritual advisors and traditional healers regarding mental illness. 
A focus should be placed on educating non-health care professionals on the identification of 
symptoms of psychiatric disorders and the relevant referral pathways in an attempt to close 
this treatment gap (Petersen & Lund, 2011; Seedat, 2008). The results from this research 
study further support the need to address this gap.  
Additionally, findings in this study support a co-morbid diagnosis of substance use 
and/ or a PD, which not only impacts the effective treatment of psychiatric disorders at the 
psychiatric ward but also contributes to increasing incidents of the revolving door syndrome. 
This increase is caused by poor adherence to treatment and/ or the discontinuity of treatment 
after discharge from the acute psychiatric ward (Janse van Rensburg, 2010 Petersen & Lund, 
2011). It is important to note that the treatment gap of 75% (mentioned above) increases to 
above 80% when a psychiatric condition is co-morbid with substance use and a PD. This 
signifies that the co-morbidity of a PD and/ or substance use directly affects an individual’s 
ability to seek and/ or receive treatment for a psychiatric disorder. This emphasises a need for 
this psychiatric ward and others like it to focus treatment that considers a dual diagnosis for 
psychiatric disorders in order to ensure efficient treatment (Petersen & Lund, 2011).  
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The Treatment of Psychiatric Disorders 
The psychiatric ward included in this study provides both secondary and tertiary care services 
to MHCUs, despite its classification as a secondary care facility (as defined in this study). 
Additionally, it also suffers the consequences of underdeveloped and inadequate primary care 
facilities as seen by the presence of the revolving door syndrome. The need for this 
psychiatric ward to provide primary, secondary and tertiary care services to MHCUs 
negatively affects the type and quality of service provided by the hospital. One such negative 
impact is the treatment of psychiatric disorders being limited to psychotropic medication 
(explored below). According to literature, the NMHPFS (in line with the WHO 
recommendations) offers guidelines for the services to be offered at primary, secondary and 
tertiary level care facilities (Department of Health, 2012; Lund et al., 2012; Young, 2016). 
These guidelines differentiate between the services offered at the three levels of care in order 
to enable their cooperation in the integration of mental health care services into the public 
healthcare system in support of the process of decentralisation and improve treatment 
accessibility (Department of Health, 2012; Lund et al., 2012; Young, 2016). In reality, and as 
seen in this study, these guidelines are not very clear, which is evident in the overuse of 
secondary care facilities to provide all levels of care (Department of Health, 2012; Petersen & 
Lund, 2011). This directly affects the treatment provided in a secondary care facility such as 
the general hospital included in this study, as indicated below.  
This study found that four options of treatment by psychiatric medication were 
utilised at the hospital. The most prescribed psychiatric medication was antipsychotics 
(Risperidone, Olanzapane/ Zyprexa, Clopixal and Fluanxol); followed by mood stabilisers 
(Epilim); tranquilizers (Rivotril); and antidepressants (Fluoxetine and Citalopram). 
Antidepressants were prescribed notably less often than other types of psychotropic 
medication. These trends were not specific to a psychiatric diagnosis, which demonstrates the 
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extensive use of antipsychotics to treat psychiatric conditions (Janse van Rensburg, 2010). 
When considering the administration of psychotropic medication with the diagnosed 
psychiatric disorder, the following was evident: antipsychotics were the most frequently 
prescribed psychotropic medication regardless of the psychiatric diagnosis (schizophrenia, 
psychosis due to substance use, BMD and/ or substance abuse). This was followed by a 
combination of mood stabilisers and tranquilisers. Regarding the prescription of psychotropic 
medication, it is important to note that psychiatrists are limited to the type of psychotropic 
medication available at each level of care in South Africa. This limitation leads to the over-
reliance on antipsychotics as first option of treatment regardless of the psychiatric diagnoses, 
which, in turn affects the efficacy of treatment for psychiatric disorders as treatment is 
limited to the availability of psychotropic medication and is not based on the appropriacy of 
the psychotropic medication (Janse van Rensburg, 2012). 
In addition to treatment by psychiatric medication, other methods of treatment 
included referrals to psychologists, occupational therapists and social workers. An 
unexpected finding of this study was the substantial number of MHCUs referred for 
occupational therapy. This might be due to occupational therapy being useful and effective in 
managing the symptoms of psychiatric disorders (Sarsak, 2018). It could also be due to the 
availability and number of occupational therapists, at the hospital (Janse van Rensburg, 
2012). As this was beyond the scope of this research study, this referral rate should be further 
explored in future research. This study also revealed that a significantly low number of 
MHCUs were referred for psychotherapy to a psychologist and even fewer were referred to 
social workers for intervention. This finding could have been a limitation of the RCR study 
design utilised in this research, as it used clinical data that could have been incomplete or 
inaccurately recorded (Janse van Rensburg, 2010). The limited use of services offered by 
psychologists and social workers is supported by previous literature. The literature recognised 
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not only the treatment of psychiatric conditions in general hospitals as limited to crisis 
management and psychopharmacological care of chronic psychiatric conditions but also the 
lack of funding to provide the human resources needed in such facilities (Janse van Rensburg, 
2010; Mohapi & Basu, 2012; Petersen & Lund, 2011). Although effective to some extent, 
treatment only by psychiatric medication is not holistic and the results are thus not long 
lasting. This, in turn, leads to additional challenges such as the revolving door syndrome 
(Department of Health, 2012; Janse van Rensburg, 2010). 
Although this study considered the revolving door syndrome a hindrance to the 
effective treatment of psychiatric disorders at the psychiatric ward, the study findings were 
somewhat contradictory. On the one hand, the majority of MHCUs were admitted only once 
during the six-year period. This attests to the implementation of the decentralisation of mental 
health services (by treating patients with severe psychiatric disorders at secondary care 
facilities) and the assumption of possible successful downward referrals to primary level care 
facilities (for the maintenance of psychotropic medication according to the primary 
psychiatric disorder) (Lund et al., 2012).  
On the other hand, a significant percentage (28%) of MHCUs were admitted twice or 
more over the six-year period. This supports the presence of the revolving door syndrome, 
which literature notes as a current challenge to the successful implementation of the 
decentralisation of mental health services and the efficient treatment of psychiatric disorders 
in secondary and tertiary care facilities (Janse van Rensburg, 2010; Janse van Rensburg & 
Janse van Rensburg, 2011; Lund et al., 2012; Petersen & Lund, 2011). This study found clear 
contributors to the revolving door syndrome, which included severe psychiatric disorders 
(such as schizophrenia or BMD); the co-morbidity of a PD; and/or the presence of substance 
abuse (Janse van Rensburg, 2010; Janse van Rensburg & Janse van Rensburg, 2011; Lund et 
al., 2012; Petersen & Lund, 2011).  
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An additional contributor to the revolving door syndrome was revealed by planned 
comparisons. These identified a significant correlation between the total number of diverse 
primary psychiatric diagnoses and the number of admissions per MHCU in the six-year 
period. This contributor – a variation in the primary psychiatric diagnoses given to an MHCU 
upon each admission – negatively influenced effective treatment. This is because the 
treatment plan of a psychiatric disorder is guided by a psychiatric diagnosis – variance in 
diagnoses thus increases the occurrence of revolving door syndrome (Janse van Rensburg & 
Jassat, 2011). Other factors, such as poor clinical judgement and practice, combined with 
inadequate services and facilities are merely consequences of inadequate infrastructure, 
systems and funding for mental health care in South Africa. This can thus be attributed to the 
failure to successfully implement the decentralisation of mental health care services and 
improve the treatment accessible to MHCUs (Janse van Rensburg, 2012). The revolving door 
syndrome was, therefore, recognised as a clear challenge to the effective treatment of 
psychiatric disorders in the acute psychiatric ward at the general hospital. 
Limitations  
The limitations below apply to the methods utilised in this study. Firstly, the use of an RCR 
imposed the following limitations: causal relationships could not be determined; information 
in patient records might have been inadequately recorded; some information was incomplete 
or missing; and this study was limited to the retrievable information (Vassar & Holzmann, 
2013). Secondly, the results of this study cannot be generalised to the larger population of 
MHCUs at other primary, secondary or tertiary care facilities or to other services such as 
consultation, inpatient, and/ or outpatient treatment (Kotza, 2007). This is due to the non-
probability sampling approach used to gain access to MHCUs through patient records at the 
psychiatric ward in a general hospital in Johannesburg (Gauteng) focused on acute inpatient 
treatment. Thirdly, regarding sample size, the 730 patient records collected was significantly 
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lower than the estimated number of patient records to be collected. Originally, a total of 1 017 
patient records were collated: an average of 170 patient records per year for the six-year 
period. The sample size was then reduced to 730 patient records after data analysis 
determined that 287 patient records represented patients who had been readmitted in the six-
year period. The inability to increase this reduced sample size is attributed to limited time and 
capacity for data collection. Fourthly, the data collection procedure was also subject to 
limitations. Errors may have occurred as the researchers captured the data from the patient 
records to the Excel spreadsheet. 
Implications and Recommendations  
The findings of this study met the set aim and objectives and various aspects of this study 
were extensively supported by previous research. Firstly, previous research supported the 
frequently diagnosed psychiatric disorders as determined in this study (Herman et al., 2009; 
Janse van Rensburg & Jassat, 2011; Robertson, 2012). Secondly, it supported the 
consequence of a co-morbid psychiatric diagnosis, such as a PD and/ or substance abuse, in 
addition to a primary psychiatric diagnosis (Janse van Rensburg, 2010; Petersen & Lund, 
2011). Thirdly, previous literature had also found the most prevalent method of treatment of 
psychiatric disorders to be psychotropic medication (Janse van Rensburg & Jassat, 2011). 
Lastly, the presence of the revolving door syndrome was confirmed as a limitation to the 
effective treatment of psychiatric disorders (Janse van Rensburg & Jassat, 2011; Robertson, 
2012).  
The abovementioned findings are considered trends that have been relatively stable over 
the past few years, yet very little has been done with this knowledge (Herman et al., 2009; 
Janse van Rensburg & Jassat, 2011; Petersen & Lund, 2011; Robertson, 2012). Little to no 
change has been effected in improving mental health care services in South Africa. This 
confirms that mental health care remains of low priority in South Africa, which is 
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understandable considering the country’s other burdens such as HIV/AIDS, TB, poverty, and/ 
or unemployment but is not acceptable considering the LE incident (Department of Health, 
2012; Jack et al., 2014; Marais & Petersen, 2015; Petersen et al., 2009; Robertson, 2012; 
WHO, 2007; WHO & WONCA, 2008; Young, 2016). South Africa’s potential for improved 
mental health care services cannot be ignored as was evident from the processes and 
procedures established following the LE tragedy (Makgoba, 2016). Thus, the following 
recommendations are made: 
 There is a need for in-depth research to focus on efficient, holistic, inclusive, and 
long-lasting treatment that consists of psychotropic medication combined with 
referrals to psychologists, occupational therapists, and social workers in order to 
improve the efficient treatment of psychiatric disorders and reduce the revolving door 
syndrome. To produce effective results, this holistic approach to treatment should also 
take into consideration the burden of co-morbid diagnoses as well as social and 
cultural factors. 
 There is a need for research to focus on secondary and tertiary care facilities, as many 
studies have emphasised primary care facilities. This is necessary not only to address 
the gap in literature but also to confirm the surmise that South Africa is more capable 
of incorporating mental health services into existing infrastructure (secondary and 
tertiary care facilities) than developing new structures (primary care facilities) and 
delivering mental health services in these facilities. 
 There is a need to implement policy and legislation. This can be achieved by 
developing strategies and systems in primary, secondary and tertiary care facilities to 
monitor and evaluate the successful implementation of policy and legislation. 
Strategies can also be borrowed from other countries that manage successful 
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integration of the decentralisation of mental health services and thus provide 
improved treatment of psychiatric disorders. 
Conclusion 
This research explored the treatment accessible to MHCUs by means of patient records, 
through the investigation of the diagnoses and treatment methods of psychiatric disorders in 
the acute psychiatric ward of a general hospital. This study expanded on existing literature 
and contributed to representative and updated research on the prevalence of psychiatric 
diagnoses and treatment methods commonly utilised for psychiatric disorders at a secondary 
care facility. The most frequent diagnoses identified were severe psychiatric disorders such as 
schizophrenia, BMD, and substance-related conditions, which were frequently treated with 
psychotropic medication (antipsychotics). The findings of this study supported the revolving 
door syndrome as a factor to the efficient treatment of psychiatric disorders in the acute ward. 
This research provides a snapshot of the current status of mental health services in a hospital 
setting. It also outlines the need to prioritise mental health care in South Africa and offers 
guidance for future research. 
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Appendices 
Appendix A: The Excel Spreadsheets Utilised as a Gathering Instrument to Capture Relevant 
Data 
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Appendix B: Discharge Summary found in Patient Records 
DISCHARGE CASE SUMMARY & REFERRAL FORM 
REFERRED TO / DISCHARGE SUMMARY 
TO: (circle) Sterkfontein / Tara / Private / HJH 
OPD / Community /  
 MHCA placement / absconded / RHT  
Community clinic name:  ( fax to 011-7172423) 
…………………………………………………………… 
………………………………………………………… 
NAME: …………………………..……………………………………..........…………..……. 
SEX: (circle) male / female                                 
AGE: ………….…… DATE OF BIRTH: ………..…………………..……  
HOSPITAL NUMBER: ……………..……… HOME LANGUAGE: ……………………… 
SOUTH AFRICAN: (circle) yes / no: country……………….… 
ADDRESS: 
……………………………………………………...………………………………………………………………. 
SUBURB/DISTRICT: 
……………………………………………………………………………………………………….….. 
CONTACT DETAILS (FAMILY AND PATIENT): 
……………………………………………………………………..…….……………………………..……………
……………………………………………………………………………….………...…………………………….. 
ADMISSION MHCA STATUS (circle) : voluntary / assisted /  72 involuntary assessment / involuntary / 
discharged 
ADMISSION.DATE: ………………………DISCHARGE. DATE: …….……………….…………...……… 
1.) REFERRED BY: (circle) casualty/ outpatient clinics / community clinics / police / medical wards / 
private doctor 
……...…………………………………………..…………………………………………………………………… 
REASON FOR REFERRAL, BRIEF HISTORY OF MAIN FOCUS OF INTERVENTION 
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………… 
2.) PAST PSYCHIATRIC HISTORY: 
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………… 
SUBSTANCE ABUSE: (circle) yes / no, details: 
………………………………………….…………………………........... 
COMPLIANCE PROBLEM: (circle) yes / no 
………………………………………………………….…………………....    
3.) FAMILY PSYCHIATRIC HISTORY: 
………………………………………………………………..……………………..………………………………
……………………………………………………………………………………………………………………… 
4.) PHYSICAL EXAMINATION AND MEDICAL HISTORY (abnormal findings): 
………………..............................…………………………………………………………………………………
………….…………………………………………………………………………………………………………… 
5.) MENTAL STATE EXAMINATION: 
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………… 
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6.) TREATMENT COURSE / MEDICATION RESPONSES / FAILED TREATMENTS: 
……………………..……….…………………………………………………………………………………………
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………… 
MEDICAL INVESTIGATIONS: (circle) U&E  /  LFT  /  FBC  /  ESR  /  TFT /  WR /  CSF /  EEG /  CT 
brain,  HIV STATUS: (circle) not tested / tested: negative, positive, CD4 count. 
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………… 
7.) FINAL DIAGNOSIS:  clinical problem – please circle appropriate ICD-10 category: 
F00+ (organic, dementia, delirium)   F10+ (substance misuse)   
F20+ (schizophrenia, schizoaffective)  F30+ (affective, mood disorders)   
F40+ (anxiety disorders, somatic, adjustment D)  F50+ (behavioural adult onset, anorexia, sleep, post 
partum) 
F60+ (personality)     F70+ (mental retardation)   
F80+ (developmental, learning disorders) F90+ (behavioural child & adolescent onset, ADHD, 
tics) 
F99 (unspecified) 
G 40 (Epilepsy)     Z03.2 (observation for suspected metal illness 
Axis ICD-10 diagnosis & code/s DSM V, main focus of intervention, V codes, personality, medical 
Main 
diagnosis 
  
  
  
  
Contextual 
factors 
  
Disability GAF on admission:                  GAF on discharge: 
8.) DISCHARGE / CURRENT MEDICATION:  
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………… 
9.) FOLLOW UP PLAN 
…………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………… 
COMPLETED BY: INTERN: ……………………..SIGNED: ………………..…………DATE: …………………….…….. 
REG./MO.:………….…….………………………...SIGNED:…...………………………DATE……….……………….…… 
CONSULTANT /ENTRY CODE…...……..….….. SIGNED: …………………..…….. DATE……………………………... 
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Appendix C: Ethical Clearance Granted by the General Hospital’s Research Committee to 
the Head Researcher 
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Appendix D: Approval by the Faculty of Humanities Research Ethics Committee (REC) at the 
University of Johannesburg (UJ) 
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Appendix E: Tables Presenting the Results Obtained in this Research Study 
Table E1 
Psychiatric and Co-morbid Diagnoses 
 Primary Psychiatric 
Diagnoses 
Co-morbid Psychiatric 
Diagnoses 
Psychiatric Disorders Frequency Percent (%) Frequency Percent (%) 
Attention deficit hyperactivity 
disorder  
- - 2 0.6 
Adjustment disorder 3 0.4 5 1.5 
Autism spectrum disorder  1 0.1 1 0.3 
Body dysphoric disorder  1 0.1 - - 
Bipolar mood disorder  128 17.8 19 5.9 
Delirium 4 0.6 1 0.3 
Dementia 13 1.8 5 1.5 
Major depressive disorder  3 0.4 1 0.3 
Eating disorder - - 2 0.6 
Generalised anxiety disorder  1 0.1 6 1.9 
Malingering 2 0.3 - - 
Mood disorder 31 4.3 12 3.7 
Mood disorder due to general 
medical condition  
17 2.4 8 2.5 
Mood disorder due to substance 
use/ abuse  
20 2.8 12 3.7 
Neurocognitive disorder 20 2.8 29 9.0 
Obsessive compulsive disorder  - - 1 0.3 
Parasuicide 3 0.4 1 0.3 
Personality disorder 15 2.1 2 0.6 
Psychosis 16 2.2 5 1.5 
Psychosis due to general medical 
condition  
35 4.9 12 3.7 
Psychosis due to substance use/ 
abuse  
130 18.1 40 12.4 
Post-traumatic stress disorder  2 0.3 1 0.3 
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Schizoaffective disorder 33 4.6 14 4.3 
Schizophrenia 164 22.8 21 6.5 
Substance abuse 76 10.6 123 38.1 
Missing data 12 - 407 - 
Total 730 100.0 730 100.0 
Note. Dashes signify missing data.  
Table E2 
Personality Diagnoses  
Personality disorders Frequency Percent (%) 
Cluster A  2 2.1 
Cluster B 89 91.8 
Cluster C 5 5.2 
Depressive personality disorder  1 1.0 
Missing data  633 - 
Total  730 100.0 
Note. Dashes signify missing data.  
Table E3 
Treatment by Psychiatric Medication  
 Treatment Option 1 Treatment Option 2 Treatment Option 3 Treatment Option 4 
Medication  Frequency Percent 
(%) 
Frequency Percent 
(%) 
Frequency Percent 
(%) 
Frequency Percent 
(%) 
Antipsychotics         
Risperidone 290 43.4 70 14.2 23 9.2 6 9.2 
Seroquel 15 2.2 6 1.2 5 2.0 - - 
Olanzapine/ 
Zyprexa 
76 11.4 44 8.9 16 6.4 1 1.5 
Haloperidol  36 5.4 14 2.8 3 1.2 2 3.1 
Chlorpromazine  3 0.4 - - 1 0.4 1 1.5 
Clozapine 18 2.7 11 2.2 3 1.2 1 1.5 
Clopixal 11 1.6 14 2.8 15 6.0 9 13.8 
Fluanxol 26 3.9 32 6.5 18 7.2 8 12.3 
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Geodon - - - - - - 1 1.5 
Sulpiride  1 0.1 - - - - - - 
Amisulpride 1 0.1 - - - - - - 
Xeplion - - - - 1 0.4 - - 
Antidepressants         
Fluoxetine 14 2.1 11 2.2 3 1.2 1 1.5 
Citalopram 14 2.1 4 0.8 5 2.0 - - 
Sertraline - - 1 0.2 2 0.8 - - 
Amitriptyline - - 5 1.0 - - - - 
Cipramil 1 0.1 - - 1 0.4 - - 
Mianserin  - - 2 0.4 1 0.4 - - 
Venlafaxine 2 0.3 3 0.6 1 0.4 1 1.5 
Tranquilizers         
Lorazepam 2 0.3 5 1.0 4 1.6 - - 
Rivotril 37 5.5 81 16.4 76 30.3 21 32.3 
Phenergan  10 1.5 13 2.6 9 3.6 2 3.1 
Urbanol 1 0.1 - - - - - - 
Diazepam 1 0.1 2 0.4 - - - - 
Mood 
stabilizers 
        
Lamotrigine 2 0.3 2 0.4 4 1.6 1 1.5 
Epilim  88 13.2 147 29.8 31 12.4 5 7.7 
Sodium 
valproate 
5 0.7 2 0.4 2 0.8 1 1.5 
Lamictal - - 5 1.0 - - - - 
Lithium  10 1.5 9 1.8 8 3.2 - - 
Other 
medication 
        
Disipal 4 0.6 11 2.2 15 6.0 3 4.6 
Losec - - - - 1 0.4 - - 
Etomine - - - - 3 1.2 1 1.5 
Missing data 62 - 236 - 479 - 665 - 
Total  730 100.0 730 100.0 730 100.0 730 100.0 
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Note. Dashes signify missing data.  
Table E4 
Treatment by Psychiatric Medication according to a Psychiatric Diagnosis  
 Schizophrenia Psychosis due to 
substance use 
Bipolar mood 
disorder 
Substance abuse 
Medication Frequency Percent 
(%) 
Frequency Percent 
(%) 
Frequency Percent 
(%) 
Frequency Percent 
(%) 
Antipsychotics          
Risperidone 67 40.9 73 58.9 45 35.4 29 54.7 
Seroquel - - - - 4 3.1 3 5.7 
Olanzapine/ 
Zyprexa 
32 19.8 10 8.1 12 9.4 1 1.9 
Haloperidol  10 6.2 11 8.9 3 2.4 4 7.5 
Chlorpromazine  1 0.6 2 1.6 - - - - 
Clozapine 12 7.4 - - - - - - 
Clopixal 8 4.9 1 0.8 1 0.8 - - 
Antidepressants         
Fluanxol 8 4.9 5 4.0 6 4.7 3 3.9 
Sulpiride  - - - - 1 0.8 - - 
Amisulpride - - - - 1 0.8 - - 
Fluoxetine 1 0.6 - - - - 1 1.9 
Citalopram 1 0.6 1 0.8 2 1.6 2 3.8 
Tranquilizers         
Lorazepam 1 0.6 - - - - - - 
Rivotril 6 3.7 13 10.0 4 3.1 5 9.4 
Phenergan  1 0.6 1 0.8 - - 2 3.8 
Mood stabilizers         
Epilim  13 8.0 7 5.6 34 26.8 2 3.8 
Sodium 
valproate 
- - - - 2 1.6 - - 
Lithium  1 0.6 - - 8 6.3 - - 
Other 
medication 
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Disipal - - - - 4 3.1 - - 
Missing data 2 - 6 - 1 - 23 - 
Total  164 100.0 130 100.0 128 100.0 76 100.0 
Note. Dashes signify missing data. 
Table E5 
Treatment by Psychotherapy  
Type of therapy  Frequency  Percent (%) 
Individual  77 10.6 
Group  4 0.6 
Dialectical Behaviour Therapy (DBT) 1 0.1 
Psychoeducation  3 0.4 
None 639 88.3 
Missing data  6 - 
Total  730 100.0 
Note. Dashes signify missing data. 
Table E6 
Treatment by Occupational Therapy and Social Work  
 Occupational therapy Social work 
Referred  Frequency Percent (%) Frequency Percent (%) 
Yes 235 32.3 68 9.4 
No 492 67.7 659 90.6 
Missing data 3 - 3 - 
Total  730 100.0 730 100.0 
Note. Dashes signify missing data. 
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Table E7 
Total Admissions during a Six-year Period  
Number of admissions Frequency Percent (%) 
1 551 76.3 
2 107 14.8 
3 28 3.9 
4 19 2.6 
5 2 0.3 
6 7 1.0 
7 3 0.4 
8 1 0.1 
9 1 0.1 
10 1 0.1 
11 - - 
12 1 0.1 
13 1 0.1 
Missing data 8 - 
Total  730 100.0 
Note. Dashes signify missing data. 
 
Table E8 
Number of Psychiatric Diagnoses during a Six-year Period  
Number of diagnoses Frequency Percent (%) 
1 644 89.7 
2 61 8.5 
3 12 1.7 
4 1 0.1 
Missing data  12 - 
Total  730 100.0 
Note. Dashes signify missing data. 
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Appendix F: Affidavit 
 
1 
 
COVER PAGE 
INSTRUCTIONS:  
1. Please type, do not handwrite. 
2. Type only in the white blocks. 
3. Ensure that all the relevant signatory blocks are signed for the section being submitting. 
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Complete this section if a former round of assessment produced conflicting 
results. 
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both). An additional assessor does not view the reports produced by assessors during the 
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years in terms of the following? (If “yes”, elaborate in the line below.) 
• Joint publication. 
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years? (If “yes”, please motivate in the line below.) 
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Date submitted to faculty office:  ____________________ 
 
All submissions for assessment or reassessment should be sent to Mercial Samms (mercials@uj.ac.za) 
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thesis specified above to be submitted for assessment and declare that the submitted copies of this 
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Date submitted to faculty office:  ____________________ 
 
Confirmation of Corrections Made 
X We, as supervisor and non-assessing chair, declare that the corrections and amendments to the 
minor dissertation/dissertation/thesis as recommended by the assessors have been made. 
X A letter specifying the corrections and amendments made has been submitted. 
Mark the box with an ‘X’ to indicate confirmation and documentation of corrections made. 
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X We, as supervisor and non-assessing chair, declare that the copies of the minor dissertation/ 
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version of the study. 
X For MA dissertations and minor dissertations, we, as supervisor and non-assessing chair, 
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 For doctoral theses, we, as supervisor and non-assessing chair, declare that accredited research 
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Changes made to Minor Dissertation according to Comments by Assessors 
Initial and Surname: M Chetty  
Student Number: 201218186 
Title of Minor Dissertation: Access to Treatment: Investigating the Diagnoses and Treatment Plans 
of Psychiatric Disorders at a General Hospital 
Assessor One’s Comments Changes made to Minor Dissertation  
On page 35 (under the heading, Setting), the 
candidate mentions that the MHCUs who use 
the hospital’s services are from Johannesburg 
Metro area. For e reader who is not familiar 
with South Africa, it may be difficult to 
understand how the Johannesburg Metro area 
links to Gauteng.  
On page 35 (under the heading, Setting), the 
following changes were made to the beginning 
of the first paragraph: 
The hospital included in this study is considered 
a regional hospital in Gauteng, South Africa. 
Gauteng is the smallest province in the country 
and includes sub regional areas.  The MHCUs 
who use the hospital’s services are from the 
Johannesburg Metro area in Gauteng, although 
some MHCUs travel from other regions in 
Gauteng, such as the Ekurhuleni and the West 
Rand regions (Janse van Rensburg, 2010). 
The candidate is however advised to check the 
correctness of the reference (WHO & WONCA) 
in the introduction (page 16, last sentence of 
first paragraph). 
Reference (WHO & WONCA) on page 16 in 
the introduction (last sentence of first 
paragraph) changed to (World Health 
Organisation [WHO], 2008). This change is 
kept consistent throughout the document as 
(WHO; 2008) and the change is made in the 
reference list as: World Health Organisation. 
(2008). Integrating mental health into primary 
care: a global perspective. Geneva, 
Switzerland: WHO Press. 
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I have highlighted in this report and in the 
dissertation itself. 
Technical and editorial changes were made 
throughout the document.  
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In the abstract, keywords should be in 
alphabetical order. 
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arranged in alphabetical order as seen below: 
Keywords: diagnoses; general hospital; mental 
health services; mental health care users; 
psychiatric disorders; psychiatric ward; 
treatment 
Editorial changes {e.g. spacing, paragraph, 
punctuations, formatting) 
Editorial changes were made throughout the 
document.  
In text referencing {e.g consistency in 
referencing, APA correct way of referencing. 
In text referencing was checked and edited 
throughout the document according to APA 6 
referencing style.  
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